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Introduction
The need for effective teamworking in the NHS As far as patients are concerned, health services are delivered by professionals working collaboratively. Patients move from one professional group to another in receipt of services designed to meet their clinical needs. The organisation, deployment and effectiveness of these collaborative networks are in-house issues, mainly invisible to the consuming public. This paper addresses those hidden aspects of health service provision, in looking at the arrangements made between health professions to work together in delivering those services.
As early as 1974, the term the 'primary care team' appeared (British Medical Association 1974) . It reappeared as a term of wider inclusion across the NHS, the 'NHS family' (Scottish Executive Health Department (SEDH) 1998a) and wider again as 'health and social care' under the new care trusts in The NHS Plan (Department of Health (DH) 2000). These collaborative arrangements have the capacity to unite health provision across disciplines (integrated working), health sectors (intermediate care) and across agencies (multi-agency working between health, social work and the voluntary sectors), bringing simplified 'patient journeys' and move towards the 'seamless delivery of care'. The duplication of service delivery and thus costs can be reduced and potentially the productivity of the system, and how many clients it can process, increases (Rushmer et al 2003) . Service provision can, it has been suggested, be joined-up (Cabinet Office 2000) . As well as a strategy for effecting enhanced service provision, legislative changes (SEHD 1998a (SEHD , 1998b ) also identify flatter team-based structures in the NHS as a way of creating the involvement, empowerment and participation of all staff.
The difficulties in effective teamworking in the NHS
However, teamworking seems to have been easier to effect in name than in practice. The NHS Plan claims that the NHS is a '1940s system operating in a 21st-century world'. This failure in the system of healthcare provision is claimed to rest, partly, on the 'old-fashioned demarcations between staff and barriers between services.' (DH 2000) . So serious is poor teamworking felt to be that The NHS Plan lists it as one of the reasons that the NHS has failed to deliver on healthcare priorities in the past (DH 2000) .
Such barriers between healthcare staff have been documented extensively (Poulton et al 1993 , West 1995 . These suggest that although improvements to the delivery of care could be demonstrated in successful primary care teams, such effective performance is almost impossible to foster given the constrains of the work environment namely working patterns, clinical remits and so on (Cant and Killoran 1993, West et al 1995) . Other accounts move the focus away from the system, and clearly lay the cause of inter-professional working difficulties at the feet of the staff themselves, pointing to their attitudes and rigid working practices. Ineffective inter-professional working has been said to arise from the poor communication between health professionals (McClure 1984) . A term often used to summarise the inter-professional difficulties experienced between healthcare professionals is 'tribalism' (Hunter 1996) . Similar reasons are cited for the resistance of change in the NHS, where certain powerful groups might lose status or favoured duties 76 NURSERESEARCHER 2005, 12, 3 they are said to resist any changes towards inter-professional working vehemently (Bartkus 1997 
Moving the debate forwards
The Research Base and Methodology
The ideas in this paper derive from more than a decade of involvement with inter-professional teams in the NHS, working with teams from the primary care and the acute sectors. These teams ranged across health service practitioners and managers and professionals from other agencies (social work and the voluntary organisations). This involvement took three main forms: as an academic representative on project teams; development work and teambuilding initiatives in-situ with 'live' healthcare teams and more remotely in the classroom as practitioners undertook further and higher education.
Connate theory
This paper explores the use of diagrams to illustrate the main argument it develops. This is connate theory, in which the way relationships are visually described is inherently linked to the qualities of that relationship. In this paper Venn diagrams are used to portray aspects of inter-professional working, this does not have to be so. Equally, in other places, other shapes and forms may be more effective in describing different qualities and characteristics of relationships between individuals and groups and the contexts in which they operate. What matters within connate theory is not the precise shape used, but how effectively it shows us the way people interact with each other in order to get something done.
issues in research
The ideas developed here are based on the way that health professionals work, how health provision is developed and divided between the professional groups and how care is actually delivered at the point of contact with the patient. These ideas and in particular the diagrams (developed below) have been extensively shared and discussed with practitioners and their comments and reflections used to further refine these ideas. This paper will argue the following main points:
■ Effective integrated working through collaborative working relationships and blurring-the-boundaries are completely opposite processes and the terms should not be used interchangeably ■ Integrated working can be thought of and used as a template for the successful achievement of inter-professional working, whereas blurred boundaries bring only ambiguity and confusion, with the potential to lead to resentment and distrust. The health professional (A) appears as a circle. The circle gives the person a boundary, it contains and displays everything he or she is -knowledge, skills, attitudes and so on. At the same time, the context is made clear (X) -all those things outside the person (the setting and areas outside his or her expertise -knowledge, skills, and attitudes and so on).
Effective inter-professional working: integrated working vs blurred boundaries
What differentiates integrative working and blurred-boundaries is the extent to which individuals share tasks successfully. In one way these can both be looked on as attempts to teamwork, or work inter-professionally. We turn to integrative working first. In other words, the area of X (the context), is not neutral in the process of establishing and maintaining collaborative relationships. Context provides the backdrop against which all action is able to take place, it exerts influence and pressure on the circles (people) and ultimately defines their shape (actions and impact). Participants should attend to the boundaries between themselves and others but also be aware of the constraints and opportunities offered to them by their setting.
Individuals, the organisation and potentially the patient have much to gain from greater co-operative healthcare working relationships. Staff can develop wider expertise; gain knowledge of the role and skills of fellow healthcare professionals; contribute actively to new developments; provide cross cover and support (Rushmer et al 2000 , Rushmer, et al 2002 . Learning to adjust to new ways of working can open health professionals to further change (Mintzberg et al 1998) and willingness to take personal 'risks' in sharing and working collaboratively. The organisation ultimately gains increased flexibility in its service provision, brought about by the multi-tasking and multi-skilling of staff, duplication can be avoided, co-ordination and communications improved (Borril 2000) .
Connate theory
Ultimately if the value of the diagrams lie in their ability to reduce the complex and the emotionally sensitive to simple diagrammatic forms, that is also its major weakness. Once the clarity in the integrated relationship is achieved, the complexity of the context should be woven back in. Decisions surrounding the nature of the area Y are profoundly complex, situated and volatile. The area of Y is dynamic and requires constant maintenance work as settings change.
The diagrams and their explanation provide a simple outline, helping practitioners gain clarity over the complexity in inter-professional relationships in order to take action. However, these outlines and should be reviewed and contextually coloured in (Sacks 1972) . The impact of the context (X) should be recognised and any potential solution viewed critically and developed in its specific setting. This article has been subjected to a double-blind review issues in research
